A 40-year-old man presented to our clinic with a severalmonth history of progressive dyspnea. He denied any voice changes, aspiration symptoms, or other respiratory complaints. His history included a total thyroidectomy, bilateral modified radical neck dissections, radioactive iodine treatment, and external-beam radiation for aggressive medullary thyroid cancer. Examination revealed severe paresis of the right true vocal fold near the midline and paralysis of the left true vocal fold in the midline (figure, A). The right true vocal fold exhibited minimal abduction.
Proposed interventions were discussed with the patient; they included observation, tracheotomy, and posterior cordectomy. The patient decided against tracheotomy from a maintenance and quality-of-life perspective, and observation was not advisable since he also found the dyspnea intolerable. The consultation turned to posterior cordectomy, and the possibility of restenosis and a repeat procedure was discussed. The patient said he would rather undergo an aggressive resection, despite its risk of causing dysphonia, than to undergo a repeat cordectomy.
Intraoperatively, portions of the left posterior true vocal fold and vocal process were removed with a CO 2 laser and sharp instrumentation. Postoperatively, the patient did extremely well; his dysphonia resolved and his voice returned to normal. During 6 months of follow-up examinations, he consistently demonstrated a stable, patent airway and a strong, normal voice (figure, B) .
Bilateral vocal fold paralysis has traditionally been treated with tracheotomy. This procedure bypasses the source of obstruction and exerts a lesser impact on swallow function compared with other interventions. However, fewer patients are willing to tolerate this option, with its need for maintenance, its impact on cosmesis, and its effect on voice, even temporarily.
Laterofixation of the vocal fold involves placement of a lateralizing temporary suture anterior to the vocal process in cases of temporary bilateral paralysis. 1 Permanent options include a posterior transverse cordotomy or a medial arytenoidectomy. 2 The literature supports progressing treatment from conservative to more aggressive resections (i.e., total arytenoidectomy). 3 In our patient, we performed a significantly larger resection that exerted minimal to no impact on his voice and conferred a low risk of restenosis. We recommend that larger resections be considered to maintain a patent glottic airway since this can be achieved with very little, if any, impact on voice.
Figure. The glottic airway is seen pre-(A) and postoperatively (B).
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